SUMMARY The syndrome variously called Da Costa's syndrome, effort syndrome, neurocirculatory asthenia, etc has been studied for more than 100 years by many distinguished physicians. Originally identified in men in wartime, it has been widely recognised as a common chronic condition in both sexes in civilian life. Although the symptoms may seem to appear after infections and various physical and psychological stresses, neurocirculatory asthenia is most often encountered as a familial disorder that is unrelated to these factors, although they may aggravate an existing tendency. Respiratory complaints (including breathlessness, with and without effort, and smothering sensations) are almost universal, and palpitation, chest discomfort, dizziness and faintness, and fatigue are common. The physical examination is normal. The aetiology is obscure but patients usually have a normal life span. Reassurance and measures to improve physical fitness are helpful. Da Costa's syndrome or neurocirculatory asthenia has a long and honourable history in the medical literature and in clinical medicine. Yet it is infrequently mentioned today. It is unlikely to have disappeared; it probably exists much as before but is more often identified and labelled in psychiatric terms such as "anxiety state" or "anxiety neurosis". There is no harm in this shift in diagnostic labels as long as the essential importance of the syndrome, its prognosis, and treatment are properly appreciated. Such is not always the case and, as in other medical issues, it is educational to review and summarise the past. What has been forgotten should not necessarily remain forgotten.
For the purposes of this discussion, a broad definition of Da Costa's syndrome that is applicable to military and civilian patients is: a disorder of unknown origin, often familial, characterised by the presence of one or more symptoms including breathlessness with and without effort, palpitation, nervousness, chest discomfort not typical of angina pectoris caused by ischaemic heart disease, fatigability, and faintness; tending to occur in attacks which may recur over years and for which there is no specific treatment.
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Accepted for publication 19 May 1987 Although Jacob M Da Costa is the name most honoured by history in this condition, at least one other relevant report antedated his paper in 1871. On 3 June 1863 Dr Henry Hartshorne made a presentation regarding heart disease in the Union Army to the College of Physicians in Philadelphia. He commented: "Among the chronic affections of soldiers, which are best studied in hospitals remote from the field, is one which does not seem to have met, as yet, with full appreciation by medical officers, inspectors and pension surgeons... The affection to which I allude may be designated as muscular exhaustion of the heart."' Dr Hartshome went on to mention that Dr Alfred Stille had delivered an address on a somewhat similar disorder, referred to by him as "palpitation", before the Philadelphia County Medical Society four months earlier. 2 Stille had noted that this palpitation was "a very frequent symptom among the soldiers, occurring in perhaps every case of intercostal neuralgia, but often, also, originating apparently in a state of extreme exhaustion..." Hartshorne described One consequence of this heightened activity was a spate of new labels. Hartshorne had used the term "muscular exhaustion of the heart" in 1864, Da Costa had preferred "irritable heart" in 1871, Sir James Mackenzie used the label "general exhaustion" in 1916,11 Thomas Lewis used "effort syndrome" in his 1919 monograph,12 and the American workers preferred "neurocirculatory asthenia."'3 A vague wastebasket term, "disordered action of the heart", had also been used in the British Army, and the equally unsatisfactory term "soldier's heart" was used. In addition, the British army had the category "valvular disease of the heart", but in his series Lewis in convalescence after acute infectious disease and the Irritable Heart are probably not the same thing" and vigorously proposed that "this symptom complex is neurotic". He minimised but did not discard the importance of constitutional inferiority, writing that "taking constitutional predisposition into account is essential, but as a complete account of failure, it appears to be inadequate." He ended his paper with the conviction that "the disorder is essentially a neurosis, depending upon anxiety and fear; that it is removed by the disappearance of the inciting cause and that it is cured by measures designed to influence the neurotic state. " Neuhof, also writing in 1919 on the topic "The Irritable Heart in General Practice," believed that "the soldier's irritable heart is no new complex, but is the same syndrome seen in civil life, intensified and multiplied by training and war conditions."36
He believed that "some great emotion, fright, dread, shock, is usually the directly antecedent cause of the outbreak of the cardiac symptoms. Reflex excitation from the gastrointestinal tract is the next most frequent." The fundamental process in his view was "hyperexcitation of the sympathetic nervous system". longer considered that the cause and mechanism were unknown. His was an extensive review of published reports with observations of his own. In his study of 200 military cases, the symptoms in order of frequency were breathlessness (93%), palpitation (89%), fatigue (88%), sweats (80%), nervousness (80%), dizziness (78%), and left chest pain (78%). Only 24% of the subjects could hold their breaths for 30 seconds or more, sweat was visible on the palms in 67%, and 48% appeared nervous. He considered that the left chest pain might have several explanations including a functional disturbance of the respiratory muscles, strain of the thoracic muscles, or "minimum trauma from the overacting heart of cardiac neurosis." He also commented on raised resting heart rates, sweating of the palms, soles, and axillae, and hyperventilation after forced breathing (but he did not believe that hyperventilation was responsible for the symptoms and signs). He Jeresaty wrote in 1979 that "many of the patients previously described as suffering from Da Costa's syndrome, soldier's heart, the effort syndrome, and neurocirculatory asthenia would now be classified under the heading of mitral valve prolapse syndrome".46 Barlow It is important to be able to recognise the condition irrespective of the label used. The diagnosis is usually not difficult for an interested reasonably intelligent physician. Be alert for the younger patient with unexplained shortness of breath, easy fatigue, and a history of palpitation and atypical chest pain, who sighs frequently during the course of the conversation. All too many patients with this syndrome, mainly women, are still mistakenly labelled as having organic heart disease including angina pectoris, and this leads to the additional problem of an unnecessary cardiac neurosis. (Not all patients with neurocirculatory asthenia have a cardiac neurosis and not all patients with a cardiac neurosis have neurocirculatory asthenia.) It is essential to be able to reassure the patient with neurocirculatory asthenia, to understand that the condition may be life long with remissions and exacerbations, and to appreciate that it may to some extent limit physically strenuous effort. Finally, it does not appear profitable at this time to attempt to combine neurocirculatory asthenia and mitral valve prolapse within a single diagnostic category.
